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Introduction
    On Friday, 12 July 1946, Rear Admiral Joel Boone, MC, USN, 
walked into the radio station WDAF in Kansas City, MO. His pur-
pose was to explain the Navy Medical Department's role in the 
medical and sanitary survey of the bituminous coal mines.  Boone 
sat patiently as the skeptical radio host framed his on-air inquisi-
tion. "Admiral Boone, ... is the Navy qualified to conduct a medical 
and sanitary [survey]?" Boone smiled, nodded and explained that 
the Navy Medical Department has been engaged in public health  
for many years. "Keep in mind that the Navy during the war that 
just ended has had to look after the health of more than four mil-
lion men, under all sorts of hazards and difficult conditions in vir-
tually all parts of the world. To protect its offices and enlisted men, 
the Navy Medical Corps has had to contend [with] malaria—[and 
its] transmission, the mosquito in the Southeast Pacific, to combat 
Cholera in the East and Near East, to ward off dysentery, plague, 
typhoid fever, yellow fever, typhus, and other epidemic diseases ev-
erywhere in addition to keeping its men in fighting form...Admiral 
Halsey has told me that if the medical services had not conquered 
the mosquito and controlled malaria first, our victory in the Pacific 
would not have been won. Disease delayed earlier military victory."    
As we see with the coal medical survey, even in peacetime the Navy 
Medical Department has long played a significant  role in wide-
ranging public health activities.
   In this issue of THE GROG we take a closer look at the Coal Med-
ical Survey and how it came about. We follow this with a spirited 
assortment of original articles including Dr. James Alsop's look at 
Navy hospital care in 1812, Jan Herman's  account of working in 
documentary films and much more.  As always we hope you enjoy 
your humble tour of Navy medicine's past.
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Dr. Joel Boone and The Bituminous Coal Medical Survey of 1947

It was a spring day in 1946 when 
the admiral found himself drift-
ing through a moment of self-

reflection. As he sat in his office 
in the federal building near San 
Francisco’s Embarcadero, Rear Ad-
miral Joel T. Boone reflected upon 
a career that could be called sto-
ried, if not legendary. His 32 years 
of service included tours with the 
Marines in France and Haiti, physi-
cian to three presidents, command-
ing officer of hospitals, and Medical 
Officer of the Third Fleet. He real-
ized his current duty as Inspector of 
Medical Department Activities for 
the Pacific Coast would surely be a 
twilight tour or else a stepping stone 
to the position of Surgeon General.  
Certainly, with Vice Admiral Ross 
McIntire retiring later in the year, it 
was not too bold to think of Boone 
as a fitting heir-apparent. His distin-
guished service record was heavily 
burnished with ribbons, citations, 
and medals that made him the most 
visible candidate, and the most dec-
orated Navy medical officer in his-
tory.
    Serving across the country from 
“the seat of political power” was a 
change of pace for Dr. Boone. The 
West Coast assignment now gave 
him and his wife Helen ample op-
portunity to see their daughter Su-
zanne and her family in nearby San 

Mateo. On Sunday 26 May 1946, 
the Boones took the short drive and 
overdue respite from San Francisco. 
Arriving at Susan’s door they were 
startled to see their daughter wear-
ing a look of grave concern. 
    “Dad, Admiral McIntire just tele-
phoned. He said it’s urgent.” Boone 
thought it odd that the Surgeon 
General could track him down to 
his daughter’s home let alone call on 
a Sunday. Boone wondered if McIn-
tire was reassigning him, or perhaps 
there was an impending announce-
ment on the selection of the next 
Surgeon General. 
    Dr. Boone’s call was answered by 
Admiral McIntire’s calm but firm 
tone. “Joel, I can’t tell you exactly 
what this is about over the phone, 
but I call tell you it is related to the 
new Federal Coal Mines Adminis-
tration. We’re going to need you to 
come to Washington right away.”1

The Coal Crisis
    Historically, the Federal Coal 
Mines Administration (FCMA) 
existed in times of war. It was now 
being re-established because of the 
Bituminous Coal Strike of 1946. As 
negotiations between coal labor and 
management stretched into its sev-
enth week and “brownouts” becom-
ing increasingly common through-
out the nation, President Harry 
Truman stepped into the tempered 
fray. On 21 May, Truman issued 
“Executive Order 9728” authorizing 
his Secretary of the Interior Julius A. 
Krug to seize all mines while re-es-
tablishing the FCMA to oversee coal 
operations. Negotiations now con-
tinued between FCMA—headed by 
Secretary Krug—and United Mine 
Workers (UMW) president, John 

L. Lewis. To aide in negotiations, 
the administration designated 
Admiral Ben Moreell to serve as 
FCMA’s Deputy Director and Ad-
ministrative Officer. 
    As former Chief of the Bureau 
of Yards and Docks and founder 
of Navy Construction Battal-
ions (better known as “Seabees”), 
Moreell was already a national 
figure by 1946. In World War II, 
“King Bee” Moreell earned the 
high opinion of many politicians 
for his affable and direct approach 
and by the end of the war had 
been promoted to four-star admi-
ral, becoming the first non-Acad-
emy man to achieve such a rank. 
Trusting in the admiral’s leader-
ship abilities and famous person-
able nature, then Senator Harry 
Truman called upon Moreell to 
negotiate a deal with striking oil 
refinery workers in 1943.  Now as 
a proven energy resource negotia-
tor, they now needed his services 
again.2

    Eight days after government sei-
zure of mines, and 59 days since 
the strike’s commencement, Krug 
and Moreell finally conceded to 
the UMW’s demands. Major pro-
visions in the “Krug-Lewis Agree-
ment” included  a reduction of the 
coal miners’ work week from six 
to five days, an increase in wages 
by 18 1/2 cents an hour, work-
men’s compensation, a medical 
and hospital fund contributed by 
wage deduction, and an unprec-
edented nation-wide survey of 
“hospital and medical facilities, 
medical treatment, sanitation, 
community facilities and hous-
ing” in coal mining areas. Enter 
Admiral Joel T. Boone. 

LEFT. Dressed in his admiral's uni-
form complete with seven rows of 
ribbons, Dr. Boone was not only the 
face of the Coal Medical Survey, for 
some he  was the "government man" 
who symbolized the Federal Coal 
Mines Administration and the take-
over of bituminous coal mines.
Courtesy of Mr. John Amberson
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    When Dr. Boone reported to 
Vice Admiral McIntire’s office on 
28 May—a day before the Krug-
Lewis agreement was signed—he 
learned that Moreell had specifically 
requested him to serve as Medical 
Advisor to the Federal Coal Mines 
Administration and Director of a 
Medical Survey of the Bituminous 
Coal Industry. Moreell gave Admi-
ral Boone free rein over his duties 
and implementation of the survey. 
Adequate offices were provided and 
he was responsible for assembling 
and organizing a staff as he saw fit.3 

Or as Moreell put it to Boone, “You 
envision it, plan it as you see fit, 
and direct it and operate it accord-
ing to your own convictions.”  His 
only orders were to keep the FCMA 
informed and to make the agency 
look good.  As Moreell explained, “It 
is intended that this survey should 
determine the steps which must be 
taken to establish medical, housing 
and sanitary facilities in the mining 
areas that will bring them up to the 
standards recognized as proper for 
American communities.”4 

Some Assembly Required
    Secretary Krug announced 
Boone’s selection at the press con-
ference on 31 May 1946. “I believe,” 
Krug said, “that the Coal Mines Ad-
ministration can make substantial 
contributions to the future prosper-
ity of the coal industry, and the bet-
terment of the miners, by ascertain-
ing at first hand what is needed to 
improve living conditions and then 
by providing the leadership to carry 
out the recommendations made by 
Admiral Boone. “The welfare of the 
miners,” he added “is the concern of 
the American people and their Gov-
ernment.” 5

    Boone’s first task was to create a 
team to undertake the daunting sur-

vey of mines. He was given CAPT 
Charles T. Dickeman, CEC, USN, 
a housing expert with the Seabees 
to serve as engineering consultant. 
As his administrative officer, Boone 
recruited a Supply Corps officer 
named CDR John Balch, USNR. 
In World War I, Balch was a Navy 
pharmacist’s mate who served with 
Boone in the 6th Regiment Ma-
rines in France; and like Boone was 
a Medal of Honor recipient. Boone 
saw Balch as a “Tremendous worker, 
great improviser, ...[and] knew how 
to get this done... He was watchful, 
looked after me like a hawk…He 
was really omnipresent.”6

    Boone knew he also needed a team 
of medical and sanitation experts to 
conduct the survey.  Vice Admiral 
McIntire authorized Boone to call 
upon personnel in the Navy Medi-
cal Department. Unique among this 
group was CDR Julius Amberson, 
MC, USN. Amberson was once a 
mining engineer whose career was 
interrupted by World War I. He 
served as a radioman aboard sub-
marines in the war and then trained 
to become a physician, paying for 
medical school by working as a min-
ing consultant. At the outbreak of 
World War II, Amberson rejoined 
the Navy as a physician where he 
would earn a reputation as a special-
ist in epidemic diseases; as such he 
was credited as saving hundreds of 
thousands of lives during the war.7 
    In all, Boone’s Medical Survey 
Group consisted of headquar-
ters staff including statistician LT 
Charles Curtis, HC, USN, and Pub-
lic Relations Officer Allen Sherman 
(Bureau of Mines, Interior Depart-
ment) and five teams of naval offi-
cers (each team including a medi-
cal officer in charge, an engineer 
familiar with housing, a recreation 
and welfare specialist, and a chief 

yeoman as clerk). Their work was 
supplemented by photojournalist 
Russell Lee and his wife Jean.
    Dr. Boone ordered all personnel 
to report to him by 3 June 1946. On 
the very same day, Boone received a 
letter from Admiral Chester Nimitz 
that read in part: “I have every con-
fidence that you will be more than 
equal to the many difficulties and 
obstacles that will undoubtedly con-
front you in this undertaking.”8 The 
mission had begun. 

The medical survey 
commences
    The Medical Survey was the first 
of its kind conducted under gov-
ernment auspices. Owing to lim-
ited time and personnel, and the 
very fact it would be impossible to 
investigate all 8,000 bituminous 
mines in person, the Medical Sur-
vey Group took a representative 
sample of mines. They chose 260 
mines in 105 counties in 22 bitumi-
nous coal producing states and set 
out to carefully study aspects of hos-
pital and medical facilities, medical 
treatment and sanitation and hous-
ing conditions. Major attention was 
given to the Appalachian sections of 
Pennsylvania, West Virginia, Ohio, 
Kentucky, Tennessee and Alabama, 
where about 80 percent of the soft 
coal miners lived. Each team was as-
signed to one of five areas represent-
ing different regions.  As the teams 
travelled across the United States, 
the headquarters staff headed by 
Boone made brief inspection trips 
and to meet with management and 
labor groups to explain the process 
of the survey and to elicit their sup-
port for it.9 
    Ostensibly, as Boone was the face 
of the survey group, these trips could 
be seen as public relation missions. 
He would conduct local interviews 
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                   Coal Medical Survey 
      Field Teams

Medical and Recreation Team 1

CDR Frank R. Philbrook, MC, USN
Edward T. King, USNR
Ralph L. Wright, USNR
LT William H. McCochran, USNR
YNC Alfred Haskell1

Medical and Recreation Team 2

CDR Karl J. Palmberg, MC, USN2

CDR Daniel R. Dorsey, CEC, USNR3

LT Arthur B. Lyon, USNR
YNC Herbert W. McKague, USN

Medical and Recreation Team 3

CDR John F. Shronts, MC, USNR4

LCDR Glenn S. Buie, CEC, USNR
LCDR Charles J. O’Neill, USNR
YNC Charles B. Cook, USN

1 Replaced by  YNC S. T. Zagorski, USN on 16 September 1946
2 Detached on 14 September 1946
3 Replaced by LCDR Paul D. Blyer, CEC in August 1946
4 Replaced by CDR Julius Amberson in September 1946
5 Detached on 16 December 1946

Medical and Recreation Team 4

CDR William J. Dougherty, MC, USN
CDR John M. van Hulsteyn, CEC, USNR
LCDR James P. Farrell, USNR
YNC R.A. Philbert, USN

Medical and Recreation Team 5

CDR John R. Gateley, MC, USN5

LCDR Euel F. Philpott, CEC, USNR
LT Carl A. Nastri, USNR
YNC Alfred E. Stringer, USN

and explain the role of the survey 
to coal operators and labor leaders. 
And more than once, Boone would 
be subject of photographic oppor-
tunities on site. But Boone was any-
thing but cool to the hardships of the 
coal miners, in fact he was often an 
active observer on his visits. Boone 
often donned the overalls and went 
down the mine shafts to investigate 
first hand. On one such trip Boone 
was accompanied by a local union 
leader in his walk to the mine.  As 
they stood in front of a cage to de-
scend into the mine, the union 
leader became very adamant in his 
criticism of the mine’s condition. As 
Boone recalled, “When I asked him 
when was the last time he was down 
that mine, he said, ‘Oh me? I have 

never been down a mine. I certainly 
have never been down this mine.’”
    Boone was appalled. If he had 
never been in the mine there was no 
way he could know so much about 
it. Boone found a pair of dungarees 
and threw them into the man’s chest 
and told him he was going to ac-
company him into the mine right 
then and there. When the local lead-
er protested, Boone threatened to 
report him to John L. Lewis. In the 
end, he looked stunned, but went 
down. As it turned out, the condi-
tions in that mine were just the re-
verse of what he had reported to 
Boone.  Boone remembered, “It was 
a very clean, well manicured mine, 
as it were, well rock dusted, lot of 
safety precautions. Ventilation was 

very good. There were Sally Ports, as 
it were, dug into the side of the mine 
with enclosures or doors where the 
man could rest. Then they had other 
well planned areas to take care of 
wounded men. It was really almost 
a model mine down in the bowels of 
the earth.” 10

The Findings and 
recommendations
    The Medical Survey Group com-
pleted the tours of mining areas by 
the spring 1947 and teams submit-
ted their data and photographs to 
headquarters personnel for process-
ing. The final report entitled A Med-
ical Survey of the Bituminous-Coal 
Industry was submitted to the De-
partment of the Interior in March 
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1947 and 13,000 copies of the report 
were printed and distributed on 18 
April 1947. 
    The 244-page report was broken 
into seven sections: general medi-
cal services, hospitalization, hospi-
tal facilities, housing and sanitary 
facilities, industrial medicine, and 
off-the-job living, public health. The 
report included six pages of recom-
mendations to improve conditions 
in each of the seven aspects identi-
fied and then concluded with a sup-
plement, The Coal Miner and His 
Family that featured photographs 
and stories by Russell and Jean Lee.11

  Among the many recommenda-
tions made in the report were that 
the coal industry adopt a broad and 
comprehensive system of prepaid 
medical and dental care and hospi-
talization; improve size and qual-
ity of hospital care; develop better 
sanitation at mining areas; and have 
mine operators build and maintain 
wash and change houses for their 
employees. 
    In his final assessment of the med-
ical conditions of the coal mining 
areas of the United States, Admiral 
Boone pointed out that industrial 
health has not received the attention 
or kept pace with industrial prog-
ress. 
    “In a short-sighted rush of speed 
to create and develop machines in 
the interest of wealth and greater 
comfort, the health of the people 
who operate those machines has 
been neglected or given too limited 
attention. With the advancement of 
mechanization, obviously there is a 
greater exaction on physical well-
being and mental acuity. Health is 
not only man’s most valuable pos-
session but a necessary requisite to 
the progress of a mechanized age.”12

    The report received praise from 
the American Medical Association, 

Distribution of mines selected as sample for the medical survey of the 
bituminous coal industry, with employees and annual production

Ar
ea

 a
nd

 d
ist

ric
t

Area I
District 1: Central Pennsylvania
District 2: Western Pennsylvania
District 3: Ohio
District 4: Panhandle West Virginia

Area II
District 7: SE West Virginia & parts of  Virginia
District 8: SW West Virginia, eastern  Kentucky, northern  Tennessee, 
and part of Virginia
District 9: Western Kentucky
District 13: Alabama and southern Tennessee

Area III
District 5: Michigan
District 10: Illinois
District 11: Indiana
District 12: Iowa

Area IV
District 14: Arkansas, Oklahoma
District 15: Kansas, Missouri, and part of Oklahoma

Area V
District 16: Northern Colorado
District 17: Southern Colorado
District 18: New Mexico
District 19: Wyoming
District 20: Utah
District 22: Montana
District 23: Washington

Secretary of Defense James For-
restal, and even John L. Lewis.  After 
its initial publication, Lewis invited 
Boone to lunch to discuss the re-
port’s findings.  To Boone’s surprise 
the labor leader told him that the re-
port was superb and that he ordered 
an additional 25,000 copies. Boone 
later recalled, “Lewis said that he 
felt justified in making a large in-
vestment in the Report, due to the 
fact that it would be used as a foun-
dation for them for some years to 

come. I told him while I was grati-
fied with his comments I was rather 
surprised because we had castigated 
the Union for its failures. He said 
he did not mind “since we had ex-
pressed the situation to the public 
stage.” 13

    In the end, the report is credited 
for the construction of 13 modern 
hospitals in the southern Appala-
chians, the installations of wash 
houses, and overall improvements 
in mine safety and first aid. 
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Postscript
    The Bituminous Coal Mines were 
returned to private ownership in 
June 1947 under the condition that 
the owners continue to abide by the 
provisions of the Krug-Lewis Agree-
ment. With the report published, 
and associated fanfare coming to a 

close by June, Admiral Boone re-
turned to duty as Medical Inspec-
tor.  Despite receiving recommen-
dations from four-star admirals Ben 
Moreell, J.O. Richardson, and John 
Towers, Boone would not be select-
ed as Navy Surgeon General. In his 
stead, a Navy ophthalmologist and 

former physician to the Chief of Na-
val Operations, Clifford A. Swanson 
was chosen to steer Navy Medical 
Department into the 1950s.14 Boone 
continued to serve in the Navy un-
til 1 December 1951, when he was 
placed on the retired list. By ABS
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Coal Medical Survey Findings, 1947

Housing

    In 260 mines, some 2,028 houses were visited and studied. Fifty seven percent were company owned while forty three 
percent were non-company owned. The largest number of miners lived in the Appalachians and therefore the largest number 
of houses in the region.
    Ninety two percent  were frame construction, the rest being made of brick, tile, cinder block, masonry veneer, stucco and 
other materials.  Sixty six percent were one story, 32 percent two stories, and 2 percent were 3 stories. Of the company owned 
houses 72 percent were  1-story.  The cheapest materials were used in the construction of camp houses.  
     Of the 1,154 company houses only 121 contained bathrooms (or ten percent). Of 874 non-company houses, 268  had 
bathrooms. In mines that produced between 100, 000 and 499,999 tons of coal 9 percent of houses had bathrooms, whereas 
14 percent of houses in mines that produced over 1,000,000 tons of coal per year had bathrooms.

Sanitation and Public Health
    Of the 260 mining housing communities visited about half (134)  had water processed by purification plants. Of this group 
12 were never tested for bacteria and 13 were tested less than once a month.  Ten percent were not examined for residual 
chlorine to ensure adequacy of purification process. Sanitary engineers visited only 15 of the communities for regular inspec-
tions. The adequacy of sewage disposal facilities also showed a violation of the “rules of sanitation.”  Pollution of streams by 
sewage, industrial wastes and mine water was commonplace throughout. Another issue at over half of the mining communi-
ties was the permission of the sale of raw milk leading to milk-borne diseases.
    Tuberculosis-control measures were not being supported and cases were not being reported or identified. Neither mine 
labor or management have been supportive of “case-finding and control programs” for tuberculosis, silicosis, and other oc-
cupational diseases.
    An important issue with mining camps was the lack of wash and change houses at coal mines. 

General Medical Services 
    At 59.6 percent of the mines (155 accounting for 70 percent of the miners in the survey)  some form of prepayment of 
medical services was  available for employees and their dependents. Sixty percent of the mines had prepayment plans for 
general medical services only while sixty six had plans for hospitalization only. Employees at 136 mines had either choice or 
a combination.
    Dental services are rarely found in mining communities and Boone contended there are many opportunities for dentists 
in these communities. 
    Camp doctors operate out of small frame buildings rented from management. Most contain three rooms—waiting room, 
examination room, and drug room. Half of the offices visited were “unattractive, meagerly furnished, and fitted with scarcely 
any more equipment than a general practitioner’s bag contains.”

Hospitalization
    Boone and team found that many of the “local” hospitals in coal regions were often beyond state lines. In all, Boone and 
team studied 153 hospitals; all but 16 complied with standards of the American Medical Association. There was an extreme 
range of sizes for hospitals, smallest accommodating 12 beds while the largest 678 beds.  About a quarter of facilities could be 
considered large. Overcrowding of hospitals was a frequent problem—single rooms converted into double occupancy rooms, 
and porches converted to four and six bed wards. In some cases there was no room to walk between the beds. Obstetrical 
and surgical services were issues; and obstetricians were the least represented at the hospitals and one-fifth of the hospitals in 
each region survey have no labor rooms. Only eight of the 153 hospitals had clinical laboratories. In 63 percent of the hospi-
tals physicians averaged 150 patients, while at 37 percent each physician averaged 300 patients a year.  Coal miners and their 
families rely upon the smaller facilities while large facilities service only 37 percent of the mines surveyed.

Source

Boone, Joel T. A Medical Survey of the Bituminous-Coal Industry. Washington, DC: GPO. 1947
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by 
James Alsop, 
PhD

It is obvious, that in proposing regulations and arrangements for the 
internal administration of hospitals, whether naval, military, or civil, but 
little can be offered that is new …. The best we can do, is to take a view of 
some of the similar [foreign] institutions in highest repute, and cull from 
their various and well devised plans, such as are most useful and consis-
tent with the principles of economy and neatness.  
         

William P. C. Barton1 

Surgeon, U.S. Navy

The Philadelphia physician 
William Paul Crillon Bar-
ton was held in the highest 

regard by both the early American 
Navy and its historians.2 In 1814, he 
published the first substantial trea-
tise on American hospital adminis-
tration; and in 1842 he became the 
first head of the new Bureau of Med-
icine and Surgery of the Navy.  The 
treatise of 1814, and its unpublished 
precursor in the form of a letter of 
January 1813, were direct responses 
to enabling legislation passed by 
Congress in February 1811, “An 
Act Establishing Navy Hospitals.”3 
While that legislation produced no 
immediate alteration in practice, 
nor hospital construction, the ini-
tiative has been heralded by scholars 
as constituting a major advance in 
the doctrine of state health care for 
American service personnel.4  We 
have long depended upon Barton’s 

proposals, alone, for an understand-
ing of how U. S. naval surgeons com-
prehended the problems confront-
ing the Navy of the early Republic 
in respect to hospital care, and the 
best course for the future.  However, 
Barton was not the only medical of-
ficer called upon to provide expert 
opinion to the Secretary of the Navy, 
Paul Hamilton.  Less well known to 
scholars, and never published, were 
the views of Dr. George Bates, a 
Boston physician, a former doctor 
at the Boston Marine Hospital, and 
since 1809 the chief surgeon at the 
Charlestown naval yard, Boston.  In 
October 1811, Bates returned from 
a year of study leave in Europe.  He 
had examined the health care fa-
cilities at British, French, and Por-
tuguese naval hospitals.5 He was 
ideally situated to follow Barton’s 
line of reasoning, to construct a sys-
tem of American naval care derived 

from the best European precedents.  
Bates deliberately turned his back 
upon this methodology.  When he 
submitted his blueprint for hospital 
administration to Hamilton in Janu-
ary 1812, Bates adopted a surprising 
perspective.  He wrote:  “To describe 
the English, French or Portuguese 
Hospitals with their imperfections 
would be useless; instead thereof I 
offer estimates which I doubt not 
[our] practice would verify.”6 New 
principles instead of past practice?  
American, not European?  This was 
unheard of.  Bates is the first known 
American medical practitioner—
and certainly the first in the U.S. 
armed forces—to couch his profes-
sional advice in the language of a 
break from, rather than an adoption 
of, European precedents in health 
care.  This intellectual stance is im-
portant, even if the practicalities 
of institutional care for every early 

Dr. George Bates 
on the Care of 

Hospitalized 
Servicemen in 1812



12  Summer 2011

modern state restricted "novelty" 
into a fairly narrow channel.  
    The several plans for naval hos-
pitals which arose out of the Act of 
1811 never advanced beyond con-
sideration in Washington.  The na-
tion was at war before sites could be 
selected for the intended institutions 
at major ports, or a single brick or 
stone laid.  America emerged from 
the conflict with Britain with inad-
equate national finances and an on-
going struggle between the perspec-
tives of federalists and states-rights 
advocates.  Should Congress invest 
in a few large, fairly specialized, na-
val health care institutions which 
would serve the Navy as a whole, 
or in far more modest facilities situ-
ated at every U. S. port?7 The former 
ultimately prevailed, but the first 
permanent naval hospital on these 
lines opened at Norfolk, VA, only in 
1830.  The Charlestown institution 
was erected later in the same decade, 
in conjunction with the regional 
centers at Brooklyn and Pensacola.  
By 1830, the planning proposals of 
1811-14 may have been outdated, 
and were certainly forgotten and 
ignored.  However, scholars have la-
mented that the only set of proposals 
now available for study was the pub-
lished version of William Barton’s 
recommendations.8 Bates’s plan is of 
interest beyond its self-consciously 
“American” stance.  It is unique in 
providing a detailed breakdown of 
ideal hospital expenditure.  This is a 
rare early portrayal of the economy 
of any state-funded hospital, and of 
the costing of “the sick diet” by an 
experienced professional.  As will be 
seen, the provision of information at 
this level of detail is essential if the 
scholar is to evaluate the true lim-

its of the public rhetoric of service 
and compassion, when measured in 
dollars spent.  Overall, Bates’s set of 
recommendations reveals much on 
the philosophy of health care for the 
incapacitated serviceman on the eve 
of the War of 1812.  
    From the year 1776, American 
military medicine was explicitly 
linked to European experience and 
knowledge.  The textbooks pub-
lished in Philadelphia were derived 
from European, particularly British, 
sources.9 Dr. John Jones, the pro-
fessor of surgery at King’s College, 
New York, and personal physician 
to George Washington, based his 
recommendations for U. S. military 
hospitals upon the standard text au-
thored by the former British Phy-
sician-General, Sir John Pringle.10   
Later, in 1808, the first medical trea-
tise to be published by a member 
of the U.S. military, by the Navy’s 
Dr. Edward Cutbush, had frequent, 
highly approving, commentary on 
the specialist European literature 
and practices.11 Indeed, Cutbush, 
who had inspected hospitals in Brit-
ain, France, and Germany, was one 
of the select few whose advice on 
naval plans was sought by the Sec-
retary of the Navy following passage 
of the 1811 legislation.  In 1810, 
Benjamin Rush edited, with modest 
ammendations, the first American 
edition of Pringle’s Diseases of the 
Army; this became a standard text 
for the U. S. Army. 12 William Bar-
ton, in 1814, was following a worthy 
line of American practitioners when 
he took the European hospital mod-
els as the standard for emulation.
    Was Bates all that different?  By 
1812, the architecture and manage-
ment of military and naval hospitals 

was a known, unoriginal, area of 
study.13  Bates, in truth, could not 
propose original features.  For ex-
ample, his advice on the importance 
of ventilation and pure water was in 
keeping with the best professional 
opinion, although he provided more 
detail than was customary.  He envi-
sioned an efficient institution, with 
a well-lit operating room and “the 
best machines” to save on manual 
labor.  The staff would be limited 
to the absolute minimum number, 
far less than in the European naval 
hospitals (or in the publications of 
Cutbush and Barton).  For example, 
a hospital for 100 patients would 
have one physician, who was also 
the surgeon and the superintendent, 
one paid nurse, a steward, a cook, 
two washers for the linen and bed-
ding, and one general laborer.  Bates 
advocated for the traditional prac-
tice whereby convalescent service-
men functioned as assistant nurses, 
or orderlies, rather than the newer 
model of a larger permanent nurs-
ing establishment.  Most important, 
the elimination of a separate super-
intendent placed the entire institu-
tion in the hands of the physician.  
This was a significant deviation 
from the British model of divided 
control and responsibility.  This ad-
vice would not be adopted in the 
institutions of the 1830s.  In conse-
quence, the medical officers of the 
newly created naval hospitals after 
1830 engaged in long-running ju-
risdictional battles with superinten-
dents drawn from the ranks of line 
officers.14  Bates’s model, thus, com-
bined the public virtue of economy 
with the pragmatic objective of un-
disputed institutional authority.  He 
was, after all, the chief surgeon at a 
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naval yard in 1812.
    Bates employed the language of 
virtuous health care:  the best ac-
commodation, the best medicines, 
and a dedicated workforce.  How-
ever, the prevailing message in his 
submission was one of economy.  
His aim was to demonstrate that the 
incapacitated serviceman could be 
provided with full medical care, di-
etary provision, and suitable accom-
modation for less than the standard 
expense of the daily ration of the ac-
tive sailor on duty (16 cents in hospi-
tal versus 20 cents on active service 
a day, per man).  This calculation, 
of course, did not include the cost 
of hospital construction.  Neverthe-
less, it was an important message to 
send to the Secretary of the Navy 
in a period of straightened finances 
and inadequate monetary reserves 
in the Marine Hospital Fund.  The 
legislation of 1811 was an enabling 
act, which established a Board of 
Commissioners of Navy Hospitals 
and allowed for necessary construc-
tion monies to be transferred from 
the Marine Hospital Fund (monthly 
premiums collected from each sea-
man under legislation of 1799).  The 
purchase of property and construc-
tion of buildings awaited adequate 
financing for a national system of 
naval hospitals.  Hence, economy 
was the watchword, an essential pre-
condition. 15 

    Bates, therefore, emphasized the 
intrinsic economy of purpose-built 
naval hospitals.  The patients would 
grow all their own fruit and vegeta-
bles on the hospital grounds.  The 
convalescents would nurse the sick 
and wounded.  The diets would be 
stripped of all unnecessary expense.  
Only patients on the “low diet,” for 

example, would be allowed tea (Sec-
retary Hamilton had in 1809 termed 
tea a “luxury,”)16 and only those on 
the “half diet” would receive butter 
(two pounds, once every 10 days, 
divided among 42 men).  Bates es-
timated that on average 16 patients, 
out of the 100, would be on a full 
diet:  these presumably were the 
convalescents.  For these men the 
daily allotment was one-half pound 
of bread, one-half pound of meat, 
three-quarters of a pound of pota-
toes, one-quarter pound of oatmeal, 
two pints of milk, and one pint of 
beer, plus whatever vegetables and 
fruit the hospital garden produced 
in season.  The 100 patients overall 
would share, every 10 days, one gal-
lon of wine, one gallon of rum, and 
four gallons of cyder or cider (distri-
bution was unspecified, but this was 
the dietary allowance; medicinal 
liqueurs were separate).  Every ten 
days they would receive twenty-four 
eggs to share.  No patient received 
salt, pepper, or vinegar.  Presum-
ably, these and other commodities 
were to be made available for sale.  
Three pounds of soap was to suffice 
each day for all the patients and hos-
pital staff.  Bates suggested that, if 
money was tight, all hospital cloth-
ing for patients could be dispensed 
with:  “Cloathing, perhaps, may be 
deemed an unnecessary expense in 
a Country where the poorest are 
mostly well supplied.”  He does not 
appear to have considered the health 
consequences of allowing patients 
to use their personal clothing, of 
the complications for the washers, 
or even of maintaining discipline in 
an institution where patients were 
not readily identifiable.  Bates was 
also extremely economical when he 

turned to quantities of apparel.  For 
example, if hospital trousers were 
provided, he calculated that 240 
would suffice for 100 patients, over 
a 10-year period.  For flannel gowns, 
the calculation was 110 for the same 
10 years; for bed linen it was 120 
sheets per annum.  And, the institu-
tion would require only 48 cups and 
saucers, and one bathing tube.
    Bates’s scale of dietary provisions 
may be compared to another insti-
tutional scale of allowances, estab-
lished in the following year within 
the context of the War of 1812.  In 
May 1813, the provisional Anglo-
American Prisoner of War proto-
col set a standard daily diet for all 
healthy prisoners on both sides of the 
conflict.  This followed strenuous ef-
forts by U. S. authorities to demand 
that the British increase allowances 
to the American service personnel 
in its custody and care.  The agreed 
daily ration was:  one pound of beef 
or twelve ounces of pork; one pound 
of wheat bread; one-quarter pound 
of peas or six ounces of rice or one 
pound of potatoes, with salt and 
vinegar in accepted proportions and 
suitable liquid refreshment.  This 
schedule was for healthy men at 
rest:  both sides recognized that the 
diet of sick and wounded prison-
ers would be suitably amended and 
enhanced. 17  Thus, Bates in January 
1812 recommended a scheme for 
invalid diets for U. S. naval hospi-
tals which would prove to be sub-
stantially inferior to the minimum 
requirements insisted upon by the 
U. S. government for healthy cap-
tured servicemen in 1813, and far 
less than what it secured for its own 
sick and hurt POWs in the final 
concord with Britain.18 A second 
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comparison, although later in date, 
is with the full, half, and low sick di-
ets in use at the Navy’s Philadelphia 
hospital asylum during the 1840s.  
The daily allowances for the first in-
cluded coffee, tea, butter, and eggs, 
in addition to meat, bread, potatoes, 
vegetables, and soup; the half diet 
encompassed all the above with the 
exception of vegetables; the low diet 
was tea, rice, bread, and soup.  All 
three had the standard salt, pepper, 
and vinegar.19  Medical opinion on 
the use of salt, pepper, vinegar, tea, 
coffee, and butter did not alter sub-
stantially between 1810 and 1840.  
“The Bates diet” is comprehendable 
only in terms of the advocacy of rig-
id economy.  
    As chief medical officer at the na-
val yard outside Boston, Bates was 
an experienced professional.  In the 
absence of purpose-built hospitals, 
the ad hoc facilities in the yards 
served as the receiving stations for 
the sick and wounded of the Navy. 20  
At the port of Boston, the Navy first 
relied upon the purpose-built Ma-
rine Hospital, constructed in 1804, 
but was soon dissatisfied with the 
lack of control over its servicemen 
and the ease of desertion.  When 
plans to erect a small building in 
the yard fell through due to a lack 
of funds, the authorities resorted to 
the unsatisfactory expedient of plac-
ing the incapacitated aboard an old 
leased merchant hulk. 21  The vol-
ume of patients at the yard was sub-
ject to sharp fluxuation.  Admission 
figures are not available for 1811-12, 
but the ones provided to the House 
of Representatives in April 1818, 
during the post-war naval retrench-
ment, reveal an average annual ad-

mission level of only 32, but with 
fluxuations up to 487 a year. 22 In his 
report of June 1818, Bate’s successor, 
Dr. Samuel R. Trevett, attributed the 
low annual average not to a lack of 
need.  Instead, it was the direct con-
sequence of extremely limited facili-
ties.  This meant that incapacitated 
personnel were routinely kept on 
board their own vessels rather than 
being removed to the yard. 23  With 
adequate shore facilities to handle 
the volume of care delivery needed, 
the 100-patient, purpose-built, hos-
pital model recommended by Bates 
would not have sufficed at Charles-
ton.  Bates in 1812 had his sights set 
on a fairly large system of relatively 
small-scale generic naval hospitals, 
along the lines recommended by 
states-rights advocates.   When in 
the 1830s, the system of larger re-
gional institutions was adopted, all 
the main establishments were to be 
much larger.  Indeed, when Trevett 
solicited the construction of a naval 
hospital for Boston in 1818, he stat-
ed that nothing less than a capacity 
of 250 patients would suffice even 
in peacetime.24 Thus, while Bates’s 
knowledge and experience acquired 
at the Boston Marine Hospital and 
the Charleston Navy Yard undoubt-
edly influenced his hospital plans of 
1812, he was reacting to the national 
issues rather than proposing an in-
stitution orientated towards the port 
of Boston.  
    It is ironic that the first “American” 
plan for naval hospitals would be so 
unsympathetic to the incapacitated 
service personnel who entered as 
patients.  Medical attention, provi-
sioning, and furnishings would all 
be “bare bones.”  Bates, however, 

was not unique in this respect.  Wil-
liam Barton, who so admired British 
and French naval hospitals, was not 
far apart from Bates on the theme of 
economy, particularly when he later 
entered hospital administration it-
self.  In 1830, Barton was appointed 
principal surgeon to the new Nor-
folk Naval Hospital.  There he la-
bored assiduously to implement a 
patient diet costing only 12 and 1/2 
cents a day, and believed this to be 
his greatest triumph and claim to of-
ficial recognition and reward.25      
    The actions constituted, stated 
the historian of this institution, a 
campaign dependent upon “a most 
economic spirit at the expense of the 
sick,” characterized by “penury” and 
devoid of “any sign of liberality.” 26  
In fact, Barton’s actions and Bates’s 
proposals are all of a piece.  One sur-
mises that they had a similar origin:  
this is what was expected from the 
powers that be.  Not surprisingly, 
therefore, one of Barton’s first ac-
tions upon being appointed Chief of 
the Bureau of Medicine and Surgery 
in 1842 was to call for “a new state of 
Hospital thrift.” 27 
    The advocates and supporters of 
the Act of Congress in 1811 spoke 
enthusiastically of “capacious hospi-
tals … in which all the sick of every 
description of the Navy might be 
comfortably nursed,” 28 in an atmo-
sphere of “kind and assiduous at-
tention.”29 Bates employed the same 
language.  His model hospital would 
produce, “the greatest benefit – af-
fording to the utmost, comfort for 
the sick and convalescents.”  Perhaps 
these phrases possess a meaning sub-
stantially different from face value.  
Perhaps the early Republic required 
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this rhetoric.  Dr. George Bates, Sur-
geon at the Charleston naval yard 
was a respected, knowledgeable 
medical professional.  His ideas on 
hospital care were in keeping with 
the best contemporary advice.  In 
advocating for purpose-built, well-
lit operating theaters he was in the 
forefront of developments.30  One 
wonders, therefore, how representa-
tive was his perspective on hospital 
economy?  As the nation went to 
war in 1812, were his views on the 
essentials of state-funded support 

for “the cure of diseases and speady 
[sic] restitution to health” shared by 
other medical officers of the U. S. 
armed forces?  In principle (as dis-
tinct from practice) what were the 
reasonable obligations of the state to 
its incapacitated service personnel?  
The Bates report provides food for 
thought on these, and other, topics.  
Herein are the considered views of 
a prominent naval surgeon in the 
early Republic, for a period and on 
a theme for which surprisingly little 
original documentation survives.
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   In the provision of Hospitals, or 
separation of the sick and disabled 
from the healthy and effective part 
of a community, the first consid-
eration is to fix upon such a situa-
tion as will prove most convenient 
for the execution of its business and 
admit of the greatest economy; at 
the same time, that regard is had to 
the advantages of free air and pure 
water.  On the quality of water used 
in a Hospital, and an uninterrupted 
current of air through it, much will 

depend in the cure of diseases and 
speedy restitution to health.
    The construction of a Hospital 
ought to be simple and unadorned, 
as requiring the least expense.  Hos-
pital accommodation for one hun-
dred persons sick and wounded 
may be deemed sufficient in a build-
ing of one hundred and twenty feet 
long, forty feet wide and two sto-
ries high.  In our Climate the front 
should be to the south.  The ceiling 
should be fifteen feet high to per-

Bates's Observations on Naval Hospitals
George Bates to Paul Hamilton
[Secretary of the Navy], 
Boston, January 14, 181232

Sir,
    I take the liberty to offer a few remarks on Hospitals in addition to those I made soon after I had the honour of your 
request;32 some calculations founded on observation made abroad principally are in explanation.  I have endeavoured 
to be as concise as possible and be intelligible.  To be particular in description of any part or management of the institu-
tion, I thought would be unnecessary.  To describe the English, French or Portuguese Hospitals with their imperfections 
would be useless; instead thereof I offer estimates, which I doubt not practice would verify.
     with greatest respect, I have the honour to be your obedient servant.

mit the ascent of impure air above 
that which is to be inhaled by the 
sick.33  The windows should be 
large and formed in the manner of 
Venetian windows reaching to the 
level of the floor secured from ac-
cidents at the bottom by small bars 
of wood or iron, and so constructed 
that the uppermost sash may be let 
down and the under one raised up; 
in this way a free current of air may 
be introduced from the top with-
out exposing the sick, in the coldest 
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weather, and from the bottom to ex-
pel noxious matter from the surface 
and corners.  In this single range of 
buildings with such windows, a free 
ventilation, which is so indispensi-
ble to a Hospital, would be effected 
in every part.  Most of the house 
should be divided into large wards, 
but some small rooms are necessary 
for those persons, whose misfor-
tunes have reduced them from that 
rank in society which they formerly 
held, 34 and for other purposes.  Be-
sides the rooms for the sick, others 
will be found necessary, viz – one 
large room for the convalescents 
and invalids to eat their meals, one 
room for the medicine and surgi-
cal instruments on the lower floor, 
and a room, with a sky light if pos-
sible on the second story, for opera-
tions, with some small rooms in its 
immediate vicinity where patients 
may be removed from the distur-
bance incident to Hospitals, when 
rest is so much required as it is after 
important operations.  The stew-
art [sic] and servants will require a 
dining and lodging rooms.  Rooms 
for bathing and water closets.  The 
rooms for wood and coal, the store 
room, etc. may be on the ground 
floor.  The kitchen ought to be fur-
nished with every utensil for cook-
ing and have them so disposed as to 
perform the different dressings of 
food and bakery with the least pos-
sible expense of fuel, and the wash 
room, with large boiling coppers, 
wash troughs and the best machines 
for cleansing clothes and bed linnen 
with the greatest saving of manual 
labour.  The Privies should be placed 
at a convenient distance from the 
house.
    The Hospital should have adjoin-

ing it an acre or more of land sur-
rounded by a high wall, where the 
invalids may not only improve their 
health by exercise, but be usefully 
employed in cultivating fruits of 
every kind; nearly all the vegetables 
used in the house may be raised on 
a very small piece of land at little or 
no expense, while the health and 
spirits of the cultivators will be daily 
improving from a familiarity with a 
delightful occupation. 35

    To estimate with any degree of cor-
rectness or precision the expense of 
constructing such a Hospital would 
require an architect, or some person 
well acquainted with building.36  It 
may however be completed in gross 
at ten thousand dollars.
    The equipment and furniture nec-
essary to a Hospital constructed in 
the manner described, for one hun-
dred patients, shall be exhibited in 
a table /see A/ with an estimate of 
the costs, calculating their duration 
at ten years.  This period of time is 
chosen, on the presumption that at 
its expiration many of the articles 
must be renewed, or would require 
considerable repairs.
    The officers should consist of a 
Steward, whose duty is to provide, 
under the direction of the Physi-
cian, every article for the necessity 
or convenience of the sick, and in 
like manner, to superintend the 
household generally.  A nurse and 
three assistants,37 their duty is im-
mediately and daily directed by the 
Physician.  Two washers, one cook, 
and one labourer.
    The Diet of an Hospital should 
be justly calculated and so arranged 
as to produce the greatest benefit — 
affording to the utmost, comfort to 
the sick and convalescents, while 

proper regard is had to economy in 
expenditure.  In the estimates B. and 
C. will be seen every article calcu-
lated on a table of Full, Low and Half 
diets with the probable expense.
    Medicines, The quantity of medi-
cine to be expended in an Hospital 
even of a given number of patients 
cannot be ascertained with accura-
cy.  On the quality no one will doubt 
very much depends.  With us [in the 
Navy] every Physician is, also, a Sur-
geon and from necessity an apoth-
ecary, which precludes the necessity 
of purchasing and receiving medi-
cine in quantities, when their fitness 
or qualities are unknown.
  The Physician of an Hospital 
should be a man of common un-
derstanding as well as professional 
knowledge, as his office makes him 
more acquainted with the wants of 
the sick, so, must he be the most 
proper person to direct the Steward, 
who ought to [be] capable and hon-
est, in the economical departments.  
Every article of substance, cloath-
ing [sic] etc. may be purchased and 
expended under that direction, and 
thus close the door against a horde 
of Purveyors, Commissarys [sic], 
Clerks, Matrons etc. which infest 
most of the European Hospitals, ex-
hausting the funds intended for the 
relief of the necessities. 
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[Schedule] A
 Schedule of the Equipment of an Hospital, in furniture, cloathing etc. for a hundred sick or wounded, 
calculated for ten years.  The duration of many articles, perhaps one half, would exceed double that period.

Kind & Quality of Article No. Costs ($) Remarks
Bedsteads, a cot frame on 
pillars, with sacking bottoms

120 320

Matresses, hair 120 240 Wheaten and Barley straw make soft elastic 
& healthy beds -- the use of these in part 
would diminish expense.38

Bolsters 120 90
Pair of Sheets 1,200 3,600
do. Bolster cases 1,200 1,200
Blankets 480 720
Coverlets 240 240
Tables between the Beds 60 60
Napkins for do. 240 240
Chamber & Spitting Pots 600 90 Pots of baked Clay are here intended
Urinals, Glass 5 5
Bed Pans, pewter 5 10
Stool Pans 5 5
Tea Pots, Black tin 4 4
Cups & Saucers, dozen 4 12
Knives & Forks do. 10 50
Table Cloths 24 48
Camp Kettles 4 8
Bathing Tubs 1 10
Large Towells [sic], coarse 72 18
Set of Combs 12 3
Razors 6 4
Pewter Plates 150, Porringers 180 300 150 Earthen plates & Bowls less durable
Gowns of Flanell [sic] 110 330 Cloathing [sic], perhaps, may be deemed an 

unnecessary expense in a Country where 
the poorest are mostly well supplied. Some 
however will be necessary.

Trowers, course serge 240 480
Coats do. do. 240 560
Shoes -- pair 480 480
Shirts, Flannell & Cotton 960 1,040
Night Caps 480 480
Expense of House Cleaning 200 Including whitewashing & the implements 

for scouring floors
Stationary & Printing 100

Totals:                    $10,797
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[Schedule] B
 An estimate of the expenditure, for Ten days, of one hundred patients, with an allowance of four addi-
tional rations to the Hospital Steward for the use of three assistant nurses or orderlies, being convalescents; and 
one ration for each of the five other servants.  This estimate includes every article of diet and drink necessary to 
maintain that number of men.

Patients: Rations of Diets39 Total Servants Total [diets]
Full: 160 Half 420 Low: 420 Extra 6440

Bread, lb 80 210 105 6 401 64 465
Meat, lb 80 157.5 105 4 346.5 32 478.5
Potatoes, lb 120 210 330 96 426
Rice, lb 52.5 4 50.5 56.5
Barley, lb 4 4 4
Tea, lb 8 8 1 9
Coffee, lb 5 5 5 10
Wine, Gallons 1 1 1
Rum, Gallons 1 1 1
Cyder [sic], 
Gallons

4 4 4

Oatmeal, lb 40 6 46 46
Sugar, lb 20 50 70 2 72
Pepper, lb 1 1
Salt, pecks 1 1
Vinegar, Gall. 1 1
Milk, pints 320 420 10 750 8 758
Beer, Gallons 20 52 72 16 88
Eggs, number 24 24 24
Butter, lb 2 2 2
Soap, lb 30



 [Schedule] C
 A statement comparing the expenses of Hospital maintenance, agreeably to Diet Table B, with the allow-
ances to men in health [in the Navy], compared at 20 cents each man per day.

Expenditure [in Hospital] $ cents By ration [to servicemen] $ cents
465 lb Bread, at 5 cts. 23 25 1,000 rations at 20 cents each 200 00
378.5 lb Meat at 6 cts.
425 lb Potatoes at 5 cts.
56.5 lb Rice at 4 cts.
4 lb Barley at 8 cts.
9 lb Tea at 75 cts.
10 lb Coffee at 15 cts.
1 Gallon wine at 125 cts.
1 do. Rum at 75 cts.
4 do. Cyder [sic] at 8 cts.
46 lb Oatmeal at 3 cts.
72 lb Sugar at 12 cts.
1 lb Pepper at 30 cts.
1 peck of Salt at 25 cts.
1 Gallon Vinegar at 12 cts.
758 pints Milk at 3 cts.
88 Gallons Beer at 7 cts.
24 Eggs
2 lb Butter at 17 cts.
30 lb Soup at 10 cts.

Total 104 41
By Variance [the saving] 95 59

$200 00

The annual expense of subsisting a Hospital of one hundred patients may be estimated as follows, viz.

Which is a fraction less than sixteen cents for each man's daily maintenance and four cents less than an army or 
navy [daily] ration
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Articles of Diet and drink, agreeably to Tables B & C-----------------------
Furnature [sic] & Hospital equipments, agreeably to Table A---------------
Medicine and Instruments, estimated at--------------------------------------
Steward's Salary, calcalated at-------------------------------------------------
One Nurse's pay, calculated at-------------------------------------------------
One Cook's pay----------------------------------------------------------------
Two Washers' Pay--------------------------------------------------------------
Two Labourer's Pay------------------------------------------------------------

Total amount of expense for one year-----------------------------------------

$3,810.96 cts.
$1,079.70
$200
$300
$150
$68
$104
$120

$5,832.6641



(1)  William P. C. Barton, A Treatise Containing a Plan for the Internal Organization and Government of Marine 
Hospitals in the United States; Together with Observations on Military and Flying Hospitals, and a Scheme for 
Amending and Systematizing the Medical Department of the Navy (2nd. edn. [first edn. 1814], Philadelphia:  the 
author, 1817), p. 121.
(2)  Frank L. Pleadwell, “William Paul Crillon Barton, Surgeon United States Navy, A Pioneer in American Naval 
Medicine (1786-1856), Annals of Medical History, 2 (1919), 264-301; Harold D. Langley, A History of Medicine in 
the Early U. S. Navy (Baltimore:  Johns Hopkins, 1995), pp. 150-3, 294-5, 301-3, 315-25, 341-3, 357-9. 
(3)  United States, Statutes at Large, ed. R. Peters (Boston, 1848), II, 650-1; Barton to William Jones, 16 January 
1813, National Archives, Department of the Navy, RG 45/464/216/1; Langley, pp. 171-3.
(4)  Robert Straus, Medical Care for Seamen:  The Origin of Public Medical Service in the United States (New 
Haven:  Yale, 1950), p. 59; Hans A. Brings, “Navy Medicine Comes Ashore:  Establishing the First Permanent U. 
S. Naval Hospitals, Journal of the History of Medicine and Allied Sciences, 41 (1986), 271-8; R. P. Parsons, “History 
of the Medical Department of the United States Navy,” in History of Medicine in the United States, ed. Francis R. 
Packard (New York:  Hafner, 1963), pp. 670-3. 
 (5) Langley, pp. 137-8, 173.
 (6)  Bates to Paul Hamilton, Boston, 14 January 1812, National Archives, Department of the Navy, RG 
45/464/206 (unnumbered).
 (7)  Lewis H. Roddis, “Naval Medicine in the Early Days of the Republic”, Journal of the History of Medicine and 
Allied Sciences, 16 (1961), 120-1; Brings, pp. 249-92; Langley, pp. 284-5.
 (8)  Allan M. Richman, “The Development of Medical Services in the United States Navy in the Age of Sail:  
1815-1850” (unpublished Ph. D. thesis, University of Minnesota, 1973), p. 215.
 (9)  Gerard F. Van Swieten, The Diseases incident to Armies … To which are added The Nature and Treatment, 
of Gun-shot Wounds.  By John Ranby, Esquire, Surgeon General to the British Army ….  Also, Preventatives of 
the Scurvy at Sea.  By William Northcot ….   Published for Use of Military, and Naval Surgeon [sic] in America 
(Philadelphia:  Bell, 1776).   
 (10)  John Pringle, Observations on the Diseases of the Army (London, 1753); John Jones, Plain Concise Practi-
cal Remarks, on the Treatment of Wounds and Fractures, to which is Added, an Appendix, on Camp and Military 
Hospitals; Principally designed, for the Use of Young Military and Naval Surgeons, in North-America (Philadelphia, 
1776), pp. 101-14.  Jones briefly acknowledged the influence of Pringle’s treatise (p. 105), but the full extent of his 
borrowings is only revealed upon a close comparison of the two works.
 (11).  Edward Cutbush, Observations on the Means of Preserving the Health of Soldiers and Sailors:  and on the 
Duties of the Medical Department of the Army and Navy:  With Remarks on Hospitals and their Internal Arrange-
ment (Philadelphia:  Dobson, 1808), passim; Frank L. Pleadwell, “Edward Cutbush, M. D., the Nestor of the 
Medical Corps of the Navy”, Annals of Medical History, 5 (1923), 337-86; Brings, pp. 268-71, 276-9.
(12)   John Pringle, Observations on the Diseases of the Army.  With notes by Benjamin Rush (Philadelphia:  Earle, 
1810).
 (13)  Christine Stevenson, Medicine and Magnificence:  British Hospital and Asylum Architecture, 1660-1815 
(New Haven:  Yale, 2000).
 (14)  Cutbush, in 1808, also excluded the non-medical superintendent from his model:  Brings, pp. 269-70.  
The conflict at the Norfolk naval hospital, with the efforts by the chief medical officer to eliminate the superin-
tendent’s post, are described in Richmond C. Holcomb, A Century with the Norfolk Naval Hospital, 1830-1930 
(Portsmouth, Virginia:  Printcraft, 1930), p. 224.
 (15)  Statutes At Large, II, 650.
 (16)  National Archives, Department of the Navy, RG 45/464/726/7.
 (17)  The National Archives of Great Britain, London, ADM 103/465, nos. 201, 231.  
 (18)  Ibid., and ADM 98/292, fol. 30.
 (19)  Richman, pp. 219-20 and Appendix I.

20  Summer 2011

references



 (20)  Brings, pp. 257-92.
 (21)  Langley, pp. 125-137; Brings, p. 780.
 (22)  United States Congress, American State Papers, Naval Affairs, 4 vols. (Washington:  Gales and Senton, 
1834-61), I, 616.
 (23)  William Bainbridge to Benjamin Crowinshield, Boston, 7 July 1818, enclosing report of S. R. Trevett, U. S. 
Navy Yard, Charlestown, 30 June 1818:  National Archives, Department of the Navy, RG 45/464/206 (unnum-
bered); printed in American State Papers, Naval, I, 614.
 (24)  Ibid.
 (25)  Barton to John Branch, 15 November 1830, 7 December 1830, and 7 March 1831:  National Archives, De-
partment of the Navy, RG 45/464/205 (unnumbered).
 (26)  Holcomb, pp. 168-76 (quotations from pp. 169, 171).
 (27)  Barton, untitled departmental circular:  National Archives, Department of the Navy, RG 45/464/206, p.159.
 (28)  Paul Hamilton to Burnell Bassett, Chairman of the Naval Committee, House of Representatives, 24 De-
cember 1810 (quoted in Brings, p. 273).
 (29)  Dr. George Davis, U. S. N., to Paul Hamilton, 12 March 1811:  National Archives, Department of the Navy, 
RG 45/464/206 (unnumbered).
 (30)  Richman, p. 214.
 (31)  Located in:  National Archives, Department of the Navy, RG 45/464/206.
 (32)  This document has not been found.
 (33)  The general proposition that high ceilings and free air-flow were essential for good hospital ventilation was 
expounded by Pringle in Diseases of the Army.  Bates here goes far byond this in the specitivity of his recom-
mendations.
 (34)  Presumably a reference to incapacitated officers.
 (35)  The model naval hospital proposed by Dr. George Davis in 1811 recommended a minimum of four, and 
preferably eight, acres of land for recreation and the growing of vegetables.  See James Alsop, “Surgeon Davis’s 
Regulations for U. S. Naval Hospitals (1811)”, The Grog Ration, 5, ii (March – April 2010), 8.
 (36)  The architect who was employed by the Secretary of the Navy in 1811 was Benjamin H. Latrobe:  Langley, 
pp. 210, 284.
 (37)  These are three convalescent patients serving as assistant nurses or orderlies (see below, Schedule B).
 (38)  Horsehair was considered to be ideal for hospital mattresses in part due to its durability, but primarily be-
cause it could readily be taken out, cleaned, and deodorized:  Richman, p. 234.
 (39)  Ten days, for 100 men, totals 1000 diets.  Bates estimated that 16 men would be on full diets (presumably 
convalescents), 42 on half and 42 on low diets.  The “Extra” is not explained.  Presumably, it was his average for 
each 10-day period of supplements required in individual cases as appropriate for patients.
 (40)  The total of 64 appears to have been established as follows:  there were six hospital servants, each to receive 
one diet per diem; the four convalescents who served as orderlies were to receive one extra diet each, once every 
ten days (as a reward).  The six employees were presumably:  the steward, the nurse, two washers, one cook, and 
one laborer.  The hospital physician-superintendent is not included, it seems (see below, note 41).
 (41)  The one puzzle for Bates’ model hospital is the cost of, and remuneration for, the physician-surgeon-super-
intendent.  This official is not included in the hospital diets nor the salary table.  Moreover, there is no accommo-
dation provision for this officer within the hospital.  Given the fact that Bates’ plan includes no surgeon’s mate (or 
assistant surgeon), there appears to be no resident medical care in the institution.  This would have been unheard 
of.  A more likely conclusion is that Bates chose to leave the consideration of remuneration and allowances for 
the physician to the discretion of the Secretary of the Navy.

THE GROG  21



22  Summer 2011

From Oral Historian to 
Documentary 

Film Maker
By Jan K. Herman



The year was 1980 and I had 
not been very long in my job 
as editor of Navy Medicine 

magazine and BUMED historian. In 
fact, I was still learning what for me 
was a strange culture. Having served 
in the Air Force just a few years 
before, getting used to the Navy 
seemed daunting. Officers with ea-
gles on their collars, I soon learned, 
were not colonels but captains. The 
captains I had once known in the 
Air Force were junior officers who 
wore “railroad tracks”—two silver 
bars. In the Navy, majors are called 
lieutenant commanders, and com-
manders wear the same collar de-
vices as lieutenant colonels. Such 
rudiments of the Navy hierarchy 
would take time to learn but I was 
determined to adapt as quickly as 
possible.
    One day, a seasoned chief hospi-
tal corpsman came into my office to 
introduce himself and welcome me 
aboard. Holding a coffee-stained 
mug in one beefy hand, he ex-
tended the other. I soon learned he 
had come to educate me about the 
“most accomplished” corps in the 
Navy. Did I know that one of their 
own had once performed an emer-
gency appendectomy on a shipmate 
while their submerged submarine 
withstood an avalanche of Japanese 
depth charges?
    In fact, I had heard this story be-
fore. As a kid, I recall my mother 
telling me about an article she had 
read in The New York Times back 
in 1942 which related the heroic 
story of that heroic corpsman. As 
a youngster and a fan of the 1950s 
TV series, "The Silent Service," I 
watched such an episode on our 
family’s tiny black-and-white set. 
And hadn’t a similar scenario ap-
peared in the Hollywood film “Des-
tination Tokyo?”

    Not long thereafter, while thumb-
ing through an old anthology, I dis-
covered a story entitled, “Doc Lipes 
Commandeers a Submarine’s Ward-
room.” That was it! I now knew I had 
to find “Doc” Lipes and learn what 
really happened nearly a half cen-
tury earlier.
    After some major detective work, 
I tracked down Wheeler B. Lipes, 
who was then president of a large 
hospital in Corpus Christi, TX, and 
he agreed to be interviewed for an 
oral history. And thus began my ca-
reer as Navy medicine’s oral histo-
rian.
    During the next several decades, 
I conducted scores of oral histo-
ries with Navy physicians, dentists, 
nurses, Medical Service Corps per-
sonnel, and hospital corpsmen, 
most veterans of World War II, Ko-
rea, and Vietnam. With shelves and 
shelves of transcripts and audio-
tapes piling up, what might we do 
to share these stories with our Navy 
colleagues and the public at large? 
Certainly, here was grist for more 
than a single book. Indeed, these 
oral histories eventually served as 
the basis for a trilogy on Navy Medi-
cine’s participation in World War II, 
Korea, and Vietnam.
    But there was also room for an 
even wider audience. Although all 
the interviews had been recorded on 
audiotape, I decided to re-interview 
a select group of veterans on video-
tape, thereby capturing a whole new 
dimension.
    What then to do with new and 
accumulating shelf-loads of video-
tapes? Why not create a documen-
tary series that would recount Navy 
medicine’s participation in World 
War II? Marry the interviews with 
photographs from our archives and 
historical footage from the National 
Archives and other repositories, and 

then let it rip! And thus was born 
BUMED’s six-part documentary, 
"Navy Medicine at War," the epic 
story of Navy medicine in World 
War II from Pearl Harbor to final 
victory in 1945.
    Although I have been told many 
times about my uncanny resem-
blance to Steven Spielberg, I never 
thought my career would now in-
clude the title of film maker.
    The project began in 1998 with 
the production of “Navy Medicine’s 
Trial by Fire: December 7, 1941" 
and ended in 2008 with the release 
of “Final Victory.” The decade in 
between afforded some of the most 
exciting and rewarding experiences 
of my career.
    Certainly, I had no idea how in-
volved making a documentary 
could be. Unlike Ken Burns, we did 
not have the luxury of a huge staff. 
And, most certainly, General Mo-
tors would not be an underwriter. 
BUMED would pay the tab but the 
budget was not unlimited. Fortu-
nately, I had the full support of my 
boss, the Surgeon General, and his 
successors. The production staff 
would include the talented per-
sonnel of what was then the Naval 
School of Health Sciences, now the 
Navy Medicine Support Command, 
Visual Information Directorate in 
Bethesda, MD. Videographers, edi-
tors, and directors would provide 
the technical expertise. I would fur-
nish the scripts and act as my own 
historian-consultant. Fortunately, I 
had already published Battle Station 
Sick Bay: Navy Medicine in World 
War II, and would rely on the book 
to guide my script-writing.
    To give the series credibility, we de-
cided to go on-location, when possi-
ble, and shoot my “stand-up” scenes 
as on-screen interpreter where the 
historical events actually occurred. 
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And even though my veterans were 
up in years, perhaps some could go 
along and be recorded telling their 
stories where it all happened.
    For a historian, the project afford-
ed “more fun than humans should 
have!” I and my crew had the op-
portunity to walk the ground where 
much of World War II had been 
fought: Pearl Harbor, Normandy, 
Corregidor, Saipan, Iwo Jima, Oki-
nawa. We would shoot some scenes 
aboard USS Cod, a restored Gato-
class submarine, in the sick bay of 
the carrier USS Midway, and on the 
deck of the battleship USS Missouri, 
where World War II formally ended.
    Who could have anticipated the 
serendipitous discovery made in 
a parking lot at Pearl Harbor Na-
val Station? A license plate bear-
ing “Pearl Harbor Survivor” led 
to a chance meeting with the car’s 
owner, retired Air Force Master Ser-
geant Richard Fiske, a former bugler 
aboard the battleship West Virginia 
and an eyewitness to the Japanese 
attack. Would he be willing to play 
taps for us? From a bluff overlook-
ing the Arizona Memorial, the old 
veteran sounded the haunting call 
for his long departed comrades, the 
event captured on videotape for our 
production.
    Some of the most memorable rec-
ollections are indeed the location 
“shoots” with the veterans. How 
can I ever forget walking the hal-
lowed ground of Omaha Beach with 
Dr. Lee Parker, a D-Day veteran? I 
asked if he recalled where he came 
ashore on that fateful day 54 years 
before. He peered to our right to-
ward a headland jutting from the 
Normandy coast, and then, as if to 
get his bearings, turned to gaze at 
the high ground behind us. On 6 
June 1944, that bluff bristled with 
German guns that rained death 

upon American soldiers and sailors 
as they departed their landing craft. 
He then exclaimed, “Right here! 
This is where I came ashore. They 
told us there would be plenty of cra-
ters to take shelter in after they had 
bombed the place but there weren’t 
any. They missed that beach.” He re-
called the horrifying sound of the 
German ’88s firing point-blank at 
the incoming landing craft and tak-
ing a terrible toll in lives. The Nor-
mandy American Cemetery, the fi-
nal resting place for more than 9,000 
servicemen, now occupies that bluff 
above Omaha Beach.
    A day later, as we slowly walked 
among the white marble crosses 
and Stars of David, Dr. Parker spoke 
softly about sacrifice and his own 
miraculous survival. His brother 
died on another European battle-
field. He then abruptly changed the 
subject. The memories had become 
too overwhelming.
    Across the globe on 6 May 1942, 
11,000 Americans and their Filipino 
allies became prisoners of the Japa-
nese. To tell the story of those Navy 
medical personnel among them in 
“Guests of the Emperor,” we trav-
eled to the Philippines accompanied 
by RADM Fred Berley, a physician 
who had survived nearly 3 ½ years 
as a prisoner of the Japanese. Dur-
ing our stay in Manila, we visited the 
infamous Bilibid Prison built by the 
Spanish in 1865, condemned by the 
Philippine authorities in 1939 as un-
fit for habitation, and then used as a 
prison camp by the Japanese. Much 
to our surprise, the decrepit hovel, 
part of Manila’s penal system, now 
housed convicts who freely wan-
dered about within its crumbling 
and graffiti-covered walls. From 
our vantage point overlooking the 
prison yard, I asked Dr. Berley if he 
recognized the layout from his stay 

there some 63 years before. At first 
he seemed confused by the noisy 
chaos below but then pointed to a 
nearby barracks. “I remember that 
building and the wall beyond but 
nothing else. It’s changed so much.” 
And then we saw confusion replaced 
by anger. “This prison is a disgrace,” 
he shouted above the din. “They’ve 
ruined a perfectly good prison!”
    The absurdity of his remark was 
not lost on any of us. “Dr. Berley, I 
don’t understand what you mean. 
This was a horrible prison during 
the war. Hundreds of prisoners died 
here of disease and malnutrition.”
    “We cleaned this place up and 
built a Navy hospital in here. There 
was running water, toilets that func-
tioned, and I even recall planting 
trees over there.” He gestured toward 
a distant wall upon which a convict 
was then urinating. His original 
outburst suddenly made sense.
    A ferry ride out into Manila Bay 
took us to Corregidor, the island 
fortress that in May 1942 finally 
surrendered. Dr. Berley told us on 
camera how he walked from his aid 
station in a cave to Malinta Tunnel 
to surrender. We visited the bombed 
out barracks where he had reported 
upon his arrival during the siege. 
The Philippine government has 
preserved the ruins as a memorial 
to Corregidor’s heroic but futile de-
fense. As the old veteran described 
the events, a tour bus pulled into 
view, its driver-guide explaining the 
scene to a group of American and 
Filipino tourists. I walked up to the 
driver’s window and casually men-
tioned that the elderly gentleman 
nearby had been here during the 
siege. The driver asked if he would 
be willing to come over and talk to 
the tourists.
    Indeed, as Dr. Berley approached 
the bus, it had already emptied. Each 
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tourist then shook his hand and 
posed for pictures. Just before the 
vehicle departed, the driver leaned 
out his window and said, “You still 
have the bearing of a soldier.”
    “No,” Dr. Berley proudly retorted. 
“I was a Navy medical officer.”
    We would travel elsewhere to 
tell the rest of the Navy Medicine’s 
proud wartime story. “Stepping 
Stones to Tokyo,” the fifth produc-
tion, presented a rare opportunity 
to shoot location footage on Saipan 
and Iwo Jima, scenes of some of the 
most brutal fighting in the Pacific. 
CAPT David Lane, then III MEF 
Surgeon, arranged for a Marine 
Corps aircraft to fly director, Tom 
Webster, me, and our videographer 
from Okinawa to Iwo Jima for a few 
hours of location shooting. After 
landing at Iwo’s small airfield, a U.S. 
Navy van hauled us and our equip-
ment down to Green Beach, right 
beneath Mt. Suribachi.
    A brilliant blue sky and blue-
green sea shimmered in the sun. 
Some distance above the surf line, 
colorful wildflowers erupted from 
black volcanic sand belying the hor-
rors of what had happened there. 
The wreckage of war had long since 
been removed but for a few rust-
ing artillery pieces poking here and 
there from derelict pillboxes. The 
8-square-mile island looked more 
like a little speck of paradise await-
ing a cruise ship than an unlikely 
battlefield that had claimed the lives 
of 7,000 Marines and sailors and 
nearly 21,000 Japanese during Feb-
ruary and March 1945. 
    A glance down brought me back 
to reality. There, lying side by side in 
the sand, were two small, light green 
objects—a Japanese armor-piercing 
slug and an oxidized .30 caliber M1 
carbine bullet—projectiles fired by 
enemies sworn to kill one another. 

As a military historian, I had walked 
many battlefields always expecting 
to sense the spirits of men who had 
died there defending their respective 
causes. Yet I had to confess, I never 
really experienced their haunting 
presence. The sudden tingling sen-
sation of goose bumps told me Iwo 
Jima was different.
    Part six—“Final Victory”—found 
us where the project had begun 10 
years before, at Pearl Harbor. This 
time we were aboard the battleship 
Missouri, now moored a few hun-
dred yards from the Arizona Memo-
rial on Battleship Row. World War 
II had come to an end upon its deck 
with the signing of the surrender 
documents on 2 September 1945. 
The day we shot the film’s and the 
series’s final sequence, behind us a 
rainbow splashed itself across the 
sky above Aiea Heights.

The Lucky Few
    Despite the end of a 10 years-
in-the-making epic documentary, 
my adventures as a documentarian 
were far from over. Another oppor-
tunity occurred in 2007. I was com-
pleting part three of the Navy Medi-
cine book trilogy. The last chapter of 
Navy Medicine in Vietnam focused 
on the role Navy medical personnel 
had played in caring for the thou-
sands of refugees who fled Saigon 
as the North Vietnamese completed 
their conquest of South Vietnam.
    In April 1975, a task force of Navy 
ships cruised off South Vietnam’s 
coast. The mission was to support 
the evacuation of Americans--em-
bassy personnel, military advisors, 
and “sensitive” Vietnamese, who 

RIGHT. Working script for the 
documentary film "A Hilltop in 
Foggy Bottom." 
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had helped the U.S. during the war 
and whose lives would be in danger 
once the North Vietnamese con-
solidated their victory. How best to 
get the stories of the personnel who 
took care of these people?
    After determining the ships of the 
Seventh Fleet task force, I did what 
most researchers do these days—
got on the internet. I Googled each 
ship name to determine what vessels 
might have reunion organizations. 
Websites provided contact names 
and email addresses.
    The next step was sending an email 
to each organization requesting in-
formation about medical personnel 
from those ships. Less than an hour 
after hitting the “send,” I received a 
call from CAPT Paul Jacobs, former 
commanding officer of USS Kirk. He 
advised me that his ship, a destroyer 
escort, was not only part of that task 
force but played a key role in the res-
cue of more than 30,000 Vietnamese 
refugees. Indeed, Kirk was part of a 
very special mission to rescue what 
remained of the South Vietnamese 
navy.
    “I’d like to interview members of 
Kirk’s medical department,” I said. 
“Do you have their names and con-
tact information?”
    He laughed. “Medical department! 
We had two corpsmen aboard, a 
chief and a third class.”
     Over the next several weeks, 
CAPT Jacobs and I communicated 
frequently. We arranged for an oral 
history interview at his office, and 
before long I was phoning or email-
ing other members of the crew, in-
cluding retired HMCM Stephen 
Burwinkel, Kirk’s chief corpsman. 
Jacobs then invited me to the ship’s 
reunion scheduled to be held in sub-
urban Northern Virginia that Octo-
ber of 2007.
    “If I invited the Surgeon General, 

do you think he would come as our 
guest speaker?” Jacobs inquired.
    “Send him an invitation. What do 
you have to lose?" I responded.
    Shortly thereafter, VADM Adam 
Robinson asked me what I knew 
about the invitation, what the Kirk 
reunion was all about, and what was 
so special about this ship. I told him 
what I knew and that the event, as I 
understood it, would be well worth 
attending. His curiosity got the bet-
ter of him and he accepted.
    The reunion was an emotional 
event with Kirk sailors and former 
Vietnamese refugees, many seeing 
each other for the first time since 
the rescue. When introduced to 
give his after-dinner address, the 
Surgeon General tossed the writ-
ten text aside. Touched by what he 
had witnessed, he pointed out that 
his prepared speech was no longer 
appropriate. He then spoke off-the-

cuff about Kirk and what her sailors 
had accomplished in saving so many 
lives 32 years before. Their selfless 
acts of compassion were in the best 
traditions of providing humanitar-
ian assistance to those in need and 
were an example of what the U.S. 
Navy did best.
    Following the reunion, VADM 
Robinson invited CAPT Jacobs to 
lunch at BUMED headquarters. 
I also attended. During the salad 
course, the admiral turned to me 
and said, “Jan, you make documen-
taries. You must make a film about 
the Kirk. People have to know about 
this incredible story.”
    I nodded my assent, not knowing 
whether or not this was idle lunch-
time chatter. During dessert, I asked 
the admiral if he was serious about 
making a film.
    Looking directly at me as only a 
three-star admiral can, he said firm-

Crewmember aboard schooner Sultana takes a sunsight on a sextant. 
From the upcoming documentary film "A Hilltop in Foggy Bottom." 
Photographs by author
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ly and unequivocally,  “Would I have 
suggested it if I weren’t serious?”
    “Aye, aye, sir!” I responded.
    Hours later, the necessary paper-
work had been completed, the Sur-
geon General affixed his signature, 
and “The Lucky Few” project was 
underway. More than two years of 
hard work followed. I spent count-
less hours poring through Kirk’s 
logs and other documents, and writ-
ing and rewriting the script. Then I, 
my director, Tom Webster, and his 
crew from the Navy Medicine Sup-
port Command traveled around 
the country interviewing on cam-
era members of Kirk’s crew, former 
refugees, and other players in the 
drama. Once we had assembled all 
the components, which also includ-
ed photographs loaned to us by the 
crew and historical footage obtained 
from the National Archives, Navy 
collections, and the ABC Archives, 
we recorded the narration and went 
to work editing the film.
      At the Kirk reunion in July 2010, 
with the Surgeon General again in 
attendance, we showed the film. 
Shortly thereafter, National Public 
Radio, aired several stories about 
Kirk, which won national acclaim. 
On Veterans Day—11 November 
2010—“The Lucky Few”premiered 
at the Smithsonian Institution’s 
Baird Auditorium in Washington, 
DC. 

Hilltop in Foggy 
Bottom: The Film
    Today after nearly 13 years work-
ing as a documentary film maker, 
my team and I are working on a new 
film which will tell the story of Navy 
medicine's legendary headquarters 
in Washington, DC. "A Hilltop in 
Foggy Bottom" is scheduled to run 
about 25 minutes and will include 
actors portraying historical figures 

who onced frequented the Bureau 
of Medicine and Surgery's Building 
2—the old U.S. Naval Observatory: 
Matthew Fontaine Maury, father 
of oceanography; Professor Asaph 
Hall, discoverer of the moons of 
Mars; and Abraham Lincoln.  With 
BRAC (Base Realignment and Clo-
sure) mandating a permanent move 
for BUMED next year, this film has 
special purpose and meaning.

About the Author
Jan Herman is the Senior Medical 
Historian of the Navy Medical De-
partment and Director of the Rush 
Education and Conference Center.

RIGHT. Sultana crewmembers go 
aloft to trim a topsail. From the 
documentary film "A Hilltop in 

Foggy Bottom"
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This summer I had the oppor-
tunity to transcribe some of 
the Navy Medical Examina-

tion Board Records stored in the 
Bureau of Medicine and Surgery 
Archives. With the anniversary of 
the Civil War upon us, I took a spe-
cial interest in the entries from 1861 
to 1865 to see exactly who applied 
for commissions as physicians (i.e., 
Assistant Surgeons) in the U.S Navy 
during this period of war. The fol-
lowing is a statistical report based 
on  these records.

***
    What would a typical man ap-
plying to be a Navy surgeon dur-
ing the Civil War be like? He would 
most likely be 24 years of age, born 
in Pennsylvania, and living in New 
York. He would be in good health 
and would have been a graduate of 
the University of Pennsylvania or a 
college in New York. He would score 
a 535 on the Navy Medical Board ex-
amination and unfortunately would 
not qualify for Assistant Surgeon.

    This typical man would certainly 
not be alone in failing to pass the 
strenuous Navy Medical Board ex-
amination. In order to pass, appli-
cants had to receive an aggregate 
score of at least 540 points out of 
a possible 780. Between 1861 and 
1865, only 164 out of the 338 ap-
plicants passed (42.27%), while 
224 (57.73%) did not qualify. Of 
these 224 applicants, 112 of them 
(28.87%) withdrew from the exam, 
usually without finishing. There was 
a glimmer of hope for those who did 
not pass. Applicants who did not 
qualify for Assistant Surgeon could 
be recommended by the examining 
board for a temporary appointment 
as an Acting Assistant Surgeon. 
However, these recommendations 
seldom occurred, as only 10 appli-
cants (2.58%) were suggested for 
this appointment.

Physical Fitness
    As part of the qualification process 
applicants also had to go through a 

physical examination in order to as-
sess their overall health. Applicants’ 
health could be classified as "robust," 
"good," "fair," or "defective." If their 
health was defective, they would be 
disqualified from taking the medical 
examination. This group was small 
with only 13 applicants (3.42%) 
given a classification of defective 
health. Most applicants, 214 of 338 
(56.32%), had good health. There 
were 92 applicants (24.21%) with 
fair health and 61 (16.05%) with ro-
bust health.

Medical School
    The application also asked where 
the applicants graduated from medi-
cal school (See Figure 1). There were 
53 colleges from which these appli-
cants graduated. Of these colleges, 
the most frequent were University 
of Pennsylvania (15.51%), College 
of Physicians & Surgeons New York 
(10.96%), Thomas Jefferson Medical 
College (9.89%), Harvard Universi-
ty (8.56%), University of New York 

Navy Surgeons in the Civil War: 
A Statistical Report

Part I: Commissioned Physicians
By Leanne Gradijan
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(6.68%), University of Maryland 
(3.48%), Berkshire Medical College 
(2.41%), New York Medical Col-
lege (2.41%), and University Medi-
cal College New York (2.14%). Not 
all of the applicants graduated from 
medical school though. Among the 
most frequent responses was not be-
ing a graduate (8.56%).

Nativity 
    Applicants were required to give 
basic demographic information as 
well. The average age of the appli-
cants was 24 years. The oldest and 
youngest to apply were 31 and 21 
years of age respectively. Most ap-
plicants were born in either Penn-
sylvania, 95 (25.61%), or New York, 
93 (25.07%). The other birthplaces 
of the applicants were, in descend-

ing order of the number born there: 
Massachusetts, New Hampshire, 
New Jersey, Maryland, Canada, 
Maine, Vermont, Ireland, Virginia, 
Ohio, Connecticut, England, Ger-
many, Rhode Island, Kentucky, New 
Brunswick, Indiana, West Indies, 
Bavaria, Illinois, Washington DC, 
and Saxony. A few applicants were 
refused the examination on account 
of not being a citizen of the United 
States, although most foreign-born 
applicants were U.S. citizens by the 
time of examination.
    Pennsylvania and New York were 
also the most frequent residences 
of applicants; although New York 
was the top residence with 130 ap-
plicants (34.67%) living in the state 
while 98 applicants (26.13%) re-
sided in Pennsylvania. New York 

boasted the largest number of col-
leges that applicants graduated from 
which could explain high rate of 
residences. Other residences were 
Massachusetts, New Jersey, New 
Hampshire, Maryland, Connecti-
cut, Washington DC, Ohio, Indiana, 
Maine, Kentucky, Delaware, Illinois, 
Vermont, Virginia, Rhode Island, 
Iowa, and Jamaica. There were 16 
applicants who cited their residence 
as an Acting Assistant Surgeon for 
the United States Navy.

About the Author
Leanne Gradijan was a summer in-
tern at the Navy Bureau of Medicine 
and Surgery Office of Medical His-
tory in 2011. She is a psychology 
major at St. Mary's College of Mary-
land.

Figure 1.  Navy physician applicants, 1861-1865



Sam Stone’s Combat Stress

Sam Stone came home,
To his wife and family

After serving in the conflict overseas.
And the time that he served,
Had shattered all his nerves,

And left a little shrapnel in his knee. 
But the morphine eased the pain,

And the grass grew round his brain,
And gave him all the confidence he lacked,

With a Purple Heart and a monkey on his back.

“Sam Stone” lyrics by John Prine

By Richard Ginn
COL, MSC, USA (Ret)

When Johnny Cash sang 
“Sam Stone,” he sang 
about another war and 

era that echo in the challenges faced 
by our military today. If we ignore 
the effects of the inevitable stresses 
of combat and deployment, and 
if we leave people who are having 
problems unattended, then the out-
comes can be as sad as the story of 
this veteran who came home from 
Vietnam “with a Purple Heart and a 
monkey on his back,” and descend-
ed into a downward spiral of drug 
addiction and death from a drug 
overdose.
    As we discussed in recent Grog ar-
ticles, the BUMED oral history proj-
ect is helping to preserve the stories 
of sailors and Marines who are mak-
ing history today.  One of the areas 

we are concentrating on is Navy 
medicine’s efforts to control and 
treat combat and operational stress, 
a program squarely aimed at helping 
the Sam Stones of our “Long War” 
in Iraq and Afghanistan.  In a series 
of interviews, we are recording the 
stories of people who are engaged 
in this important effort.  We are col-
lecting the personal experiences of 
Navy psychiatrists, psychologists, 
chaplains, social workers, hospital 
corpsmen, psychiatric technicians, 
and other members of the mental 
health team who day-by-day build 
and expand combat stress control 
initiatives, while also treating sailors 
and Marines who need help.
    The effects of combat stress, 
ranging from mild to severe, are 
pervasive, but accurate statistics 

are elusive. A RAND Corporation 
study in 2008 estimated that of the 
1.7 million service members who 
had deployed to OEF and OIF at 
that point, over 300,000 had devel-
oped PTSD or major depression, a 
number that does not include the 
full range of stress-related disor-
ders.1    Indeed there are estimates 
that 30 percent of the population 
from OEF and OIF may be affected 
by post-traumatic stress symptoms.2  
Whatever the actual numbers turn 
out to be, they cannot be relegated 
to simply statistics, which are, after 
all, “people with the tears wiped off.”  
The fact is that no one is unchanged 
by their deployment, and our oral 
histories move from the realm of 
numbers into the real world of hu-
man beings, as told in their own 

1.  Tanielian, Terri, “Assessing Combat Exposure and Post-Traumatic Stress Disorder in Troops and Estimating the Costs to Society: 
Implications from the RAND Invisible Wounds of War Study,”  Testimony presented to the House Veterans’ Affairs Committee, Sub-
committee on Disability Assistance and Memorial Affairs, March 24, 2009; Rand Corporation,  Santa Monica, CA,  2009.
2.  Statement by LTG Eric Schoomaker, Army Surgeon General, cited in Michael J. Carden, “Army Works to Expand Combat Stress 
Detection;” Armed Forces Press Service, Washington, DC, July 22, 2010.
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words.  Often their stories are grip-
ping, as reflected in a few vignettes. 
   There is the story of the Marine 
corporal, re-deploying home with 
his unit, who learned that the bud-
dy he had last seen in Iraq “stacked 
like cordwood on a Humvee” was in 
fact alive and would be present for 
homecoming celebrations at Camp 
Lejeune. The corporal sought help 
from a psychiatrist for the dilemma 
that was tormenting him. “Doc, my 
family will be there.  Who should I 
hug first, my buddy or my family?”  
This poignant encounter deeply 
moved the medical officer, and 
drove home a fundamental insight.   
    “Why don’t we give the wound-
ed the opportunity to spend some 
quality time with their brothers in 
arms before the contamination, if 
you will, of the reunion? And I say 
contamination because the mental 
mechanisms of depression, suppres-
sion, and denial are so great. I think 
at that point I really learned that any 
work that needs to be done really 
needs to be done before individuals 
set foot back on their soil.”
    In another example, a psycholo-
gist who deployed to Iraq as part 

of an effort to bring mental health 
support to the operational unit lev-
el, volunteered to participate in a 
mounted patrol “outside the wire.”  
He found it physically exhausting 
and emotionally fatiguing. “The ini-
tial excitement wears off, and then 
you’re left with hours of just sheer 
boredom and monotony. But you 
have to maintain vigilance. So you 
talk about your families and cars and 
football, any type of small talk you 
can think of, smoke cigarettes, and 
drink that ever present water that 
you keep in the back of the Hum-
vee. Then you get those moments of 
sheer terror when the police come 
by and everybody’s getting riled up 
thinking there’s going to be a fire 
fight. I began to realize, though, it’s 
as much the overall wear and tear 
and constant stress and strain as any 
one incident that really has its im-
pact.”  While this episode entailed 
no direct combat exposure, it was 
an example of the stress caused by 
being in a combat theater itself. “I 
began to realize there are traumatic 
events, but that daily wear and tear 
does a lot to people as well.”
    A third example comes from the 
experience of another mental health 
professional whose deployment  il-
lustrated an aspect of operational 
stress that involved neither direct 
combat or the fact of being in the 
theater, but the deployment itself.  
His flight included a layover at a 
remote airfield in the wee hours of 
the morning. As he talked about his 

weariness, the routine stop, and the 
deserted airport, he was suddenly 
overcome and unable to continue.  
As he regained his composure, he 
described how he and his fellow 
sailors were surprised when they 
were warmly welcomed by a group 
of volunteer greeters who routinely 
met all service members who came 
through the airport. For this care-
giver, some powerful emotions that 
were just under the surface had 
emerged during our interview and 
taken center stage, perhaps for the 
first time.
    Our interviews illustrate that op-
erational stress is both the result of 
combat as well as the operational 
deployments themselves. Injury 
may occur even if the individual 
has not been directly involved in 
combat or single dramatic incident, 
but as the result of constant stress. 
Often, a key to relief is the chance 
to talk to someone.  As one medi-
cal officer put it, enlisted Marines 
and sailors “will walk through hell 
in gasoline pants, but they want re-
spect; they want someone to listen.”  
Our interviews are also underscor-
ing the need to care for the caregiv-
er, such as the mental health profes-
sional who found that in the process 
of helping others he was coming to 
grips with his own need for help. 
Those who listen also need someone 
to listen to them. 
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LEFT. Suffering from nervous ex-
haustion, this Marine is still able to 
walk back to a first aid station with 
a little assistance from a fellow 
fighter.  Kerr Eby. Charcoal, 1944. 
Abbott Collection. 



Anniversary of FDR's Dedication of Bethesda
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In this hospital that we are dedicating today in this green, peaceful Maryland countryside, our Navy battles against disease and 
disability and death. 
    Those who fight this vital battle here are anonymous heroes of this war- the officers, men, and women of the Bureau of Medicine 

and Surgery, which today celebrates its one hundredth anniversary. They are surgeons and nurses, scientists and technicians, who are 
part of a service extending throughout the world. On land and sea and in the air, they have carried on their unending fight "to keep as 
many men at as many guns as many days as possible." 
    The cornerstone of this hospital was laid by me on Armistice Day, 1940, less than two years ago. And since then I think we can look 
at it and say it's a job well done. 
    We were then at peace. But even then we could see the designs of our foes; we had already begun to arm on a vast scale to meet their 
attacks. 
    Less than a year later, men of our Navy were killed in action in the North Atlantic Sea. They were men of the destroyers Kearny and 
Reuben James, patrolling the sea lanes of the North Atlantic. These American ships were attacked by Nazi submarines—let us remem-
ber that—many weeks before their partners in crime, the Japanese, launched their attack on Pearl Harbor. 
    That day of Pearl Harbor— December 7, 1941—contained the darkest hour in our Navy's history. Infamously attacked, seriously 
damaged, ships of our fleet were put out of commission, and more than three thousand of our men were killed or wounded. 
In the months that followed—months without victories- our enemies taunted us with the question, "Where is the United States Navy?" 
    Today, those enemies know the beginning of the answer to that question. They learned in the Atlantic; they learned in the Coral Sea; 
they learned off Midway; they are learning now in their attempts to recapture that which was taken from them in the Solomon Islands.
    Where is the United States Navy? 
    It is there where it has always been. It is in there fighting. It is carrying out the command to hit our enemy, and to hit him again, 
wherever and whenever we can find him. 
    Battles cannot be fought and won without cost—we know that—and the cost may be heavy in ships and in men. The brave and skillful 
men and women of the Bureau of Medicine and Surgery are dedicated to the task of reducing the cost in men, saving lives on deck, in 
the engine room, in the gun turrets- alleviating suffering, restoring the wounded to their duties as fighters for the cause of freedom. In 
the sick bays of all the ships of our Navy, on all the seas, they are risking their own lives that other lives may be saved. 
    Today, in distant places, we are fighting battles the like of which have never before been known. In the Southwest Pacific, the ships 
and the planes of our fleet and of the Marine Corps, and the long-range bombers of our Army, are striking at the enemy from widely 
separated bases- and they are striking together. To carry on such battles to successful conclusion, men who fight on land and in the air 
must work in perfect unison with men who fight above the sea and on the sea and under the sea. 
    Warfare like that requires men of extraordinary physical alertness as well as exceptional daring. A split second lost in timing by one 
individual may cost innumerable lives. Therefore, it is not enough for the doctor to work out new methods of healing and cure. He 
must work out entirely new methods of preparing men for unprecedented combat conditions in submarines, and planes and tanks. 
    Without this work of conditioning, flesh and blood could not possibly meet the demands of this modern war. Men must be perfectly 
attuned in their bodies, as they are perfectly prepared in their minds and hearts, for the fierce test of battle. 
    That remarkable progress has been achieved in this science can be attested by those of our enemies who have faced our men in battle. 
But this progress in prevention and cure must not and cannot be limited to the armed forces because of the simple fact that our whole 
population is involved in winning this total war. 
    For example, there are today far too many casualties among our civilian population. Why, the number of fatalities from automobile 
accidents alone last year was 40,000. How many of those deaths were preventable? The number of people injured in such accidents was 
almost a million and a half. 

The date 31 August 2011 is a very important day in Navy medicine. Not only was the Bureau of Medicine and Surgery 
established on this day in 1842, but a century later in 1942, President Franklin D. Roosevelt dedicated the Navy's flag-
ship hospital—the Naval Medical Center at Bethesda, MD. The president had long taken a personal interest in naval 
and Navy medical affairs.  The former Assistant Secretary of the Navy not only selected the future site of the hospital, 
but also took it upon himself to design the facility—his rough sketches would serve as the basis for the preparation of 
the hospital's architectural drawings.  When it came time to lay the cornerstone of the hospital on 11 November 1940, 
Roosevelt was there  to deliver a speech. And when the day came to officially dedicate the hospital, Roosevelt was there 
again delivering a speech that captured his love for the Navy Medical Department.  
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    In industry last year the number of fatalities from accidents was 19,200. How many of those deaths were preventable? The number of 
people injured in industrial accidents was considerably in excess of two million, including over 100,000 people that were permanently 
disabled. Those are very startling figures, and should be remembered by every man, woman, and child in this crisis through which we 
are going. 
    Among those who have been killed or disabled were men and women who could have helped to build planes, tanks, ships, and guns- 
who could have served in civilian defense or in many other essential services. As a result of industrial accidents alone, quite apart from 
those which were fatal, the time lost last year reached the almost incredible total of 42,000,000 man-days. 
    It is not only our enemies who kill valuable Americans. Carelessness in driving on the highways, or in the operation of machines in 
factories, costs us many lives needed by our country in using every resource most effectively. 
    And we must remember that there is a national shortage of doctors and nurses. Every preventable civilian accident diverts sorely 
needed medical, surgical, and nursing care from the imperative requirements of our Army and Navy. It is not going too far to say that 
any civilians in the United States who, through reckless driving or through failure to take proper safety measures in industrial plants, 
kill or maim their fellow citizens are definitely doing injury to our sons and brothers who are fighting this war in uniform. And similar 
injury to our armed forces is done by pedestrians or workers who, through thoughtlessness or carelessness, put themselves in harm's 
way. 
    Not all of us can participate in direct action against our enemies; but all of us can participate in the saving of our national manpower. 
Three years ago tomorrow morning, on September 1, 1939, Hitler's legions launched their first blitzkrieg against the people of Poland. 
In these three years men, women, and children have died, and Nations have been tortured and enslaved, to satisfy the brutal lust for 
power of a few inhuman tyrants—German, Italian, and Japanese. 
    To the defeat of such tyrants—to the removal from this earth of the injustices and inequalities that create such tyrants and breed 
new wars—this Nation is wholly dedicated. 
    Let this hospital then stand, for all men to see throughout all the years, as a monument to our determination to work and to fight 
until the time comes when the human race shall have that true health in body and mind and spirit which can be realized only in a 
climate of equity and faith.
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The Lucky Bag
Navy Medical Culture Through Factoid and Photograph
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As we march toward the cen-
tennial of the Navy Dental 
Corps the question of “who 

was the Navy’s first dentist?” may be-
gin to be asked. Such a query seems 
fair and easily remedied by referring 
to one of the outstanding Dental 
Corps Anniversary books produced 
to mark the 75 years of Navy den-
tistry (in 1987). Most sources will 
tell you that Dr. Emory Bryant holds 
the distinction of being the “first” 
Navy dentist.  However, here in the 
Navy Medical history office we feel 
the need to dig deeper into this ac-
cepted truth and offer you several 
other possible candidates who could 
arguably be considered the Navy’s 
first dentist.

Candidate 1: 
Naval Academy Dentist 
    Born 24 September 1834 in St. 
Mary’s County, MD, Dr. Thomas O. 
Walton was a graduate of the Bal-
timore College of Dental Surgery 
(1856). Soon after graduation Wal-
ton moved to Annapolis where he 
became one of its more prominent 
citizens. He lived on the corner of 
King George Street and Maryland 
Avenue just outside of what is now 
Gate 1 of the Naval Academy. Ow-
ing to his proximity to the Acad-

emy, many of his patients were in 
fact Navy midshipmen.  What type 
of dentist was he? Apparently, he 
was an expensive one. In 1858, he 
received a letter of reprimand from 
Academy Superintendent George S. 
Blake on his practice of overcharg-
ing midshipmen for dental care.  As 
Blake would write, “As I find that in 
several cases your charges for den-
tal operations at the Naval Academy 
amount to more than the young 
gentlemen have due them. I would 
request that hereafter you do not al-
low them to incur a greater expense 
than five dollars for such attentions, 
unless they produce written author-
ity to that effect from the superin-
tendent.”  Walton’s non-discretion-
ary dental fees did little to sever his 
relationship with the Navy though. 
On 23 April 1873, Dr. Walton was 
appointed as an “Acting Assistant 
Surgeon” to the Naval Academy.  
The term “acting” refers to tempo-
rary appointments given to civilians 
and “volunteer” personnel.   On 30 
June 1879, Walton was honorably 
discharged as an “Acting” dental of-
ficer at the Naval Academy. Walton 
continued to services as a dentist to 
the Naval Academy, albeit from a 
purely civilian capacity, until 6 No-
vember 1899.

Candidate(s) 2: 
The Hospital Steward 
Dentists 
    Even before the establishment of 
the Dental Corps, and not long af-
ter Dr. Walton’s tenure at the Naval 
Academy, the Navy saw trained ac-
tive duty dentists in its ranks, albeit 
the enlisted ranks. In 1904, Edward 
Ewel Harris (1884-1933), a gradu-
ate of the Chicago College of Dental 
Surgery (1904), enlisted in the Navy 
Hospital Corps as a Hospital Stew-
ard. Dr. Harris continued to serve 
as a Hospital Steward performing 
dentistry exclusively until 11 August 
1914 when he passed the examina-
tion to become an “acting assistant 
dental surgeon” in the U.S. Navy. 
Another Hospital Steward, Harry 
Edward Harry graduated from the 
Hospital Corps School of Instruc-
tion (Norfolk, VA) on 20 Septem-
ber 1905 and served at Navy hospi-
tals Chelsea, MA, and Washington, 
DC.  In 1912 he earned a DDS from 
Georgetown Dental College and 
was among the first individuals to 
take the entrance examination into 
the Navy Dental Corps. On 18 De-
cember 1912, he was one of four out 
of fifteen individuals to pass the ex-
amination. Owing to his placement 
on the alphabetical listing he is list-
ed as the first active duty dental sur-
geon in the Navy.  Dr. Harvey would 
later serve as the BUMED Chief of 
the Dental Division (equivalent of 
today’s Chief of the Dental Corps) 
from 1933 to 1940.

Drilling into An Accepted Truth: 
Who was the Navy’s First Navy Dentist
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Candidates 3: 
The District Dentists  
    The Navy Dental Corps was estab-
lished by law until 22 August 1912 
but did not see its first appointment 
until two months afterwards. On 
the 23rd and 24th October 1912, re-
spectively, Drs. Emory Bryant and 
William N. Cogan were appointed 
as temporary Navy dentists or “Act-
ing Assistant Dental Surgeons.”   By 

1912, both were already well-estab-
lished dentists in Washington, DC. 
Bryant (1866-1935), boasted presi-
dents and congressmen among his 
patients. Cogan (1856-1943) was the 
dean of Georgetown Dental School. 
Ostensibly, Bryant and Cogan were 
appointed to help select candidates 
for the first officers in the Dental 
Corps.  Cogan and Bryant were or-
dered to “active duty” on the 30th and 

31st of October 1912.  Naval Regis-
ters list both as serving in the “Medi-
cal Reserve Corps” in 1912 and after-
ward 1913 as officers in the “Dental 
Reserve Corps.” 

The First Battle of Bull Run (AKA First Battle of Manassas) was marked with 
several distinctions. It was the first major battle of the U.S. Civil War,  the 
largest and bloodiest battle in American history (at that point),  and respon-
sible for the first civilian battlefield casualty. On 21 July 1861, an 85-year old 
woman named Judith Carter Henry was killed in her home when a Union 
artillery projectile crashed through her bedroom wall. Henry lived on a hill 
overlooking the battle. Did you know Henry was also the widow of one of the 
first physicians in the Navy, Dr. Isaac Henry (1771-1829)?

Navy Medicine and the First Civilian 
Casualty of the Civil War
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LEFT.
Navy Dental Surgeon 
William N. Cogan 
(far right) visiting 
the dental facilities at 
Naval Hospital Pearl 
Harbor, TH, in 1922.
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